occurs at a rate of 25% to 50%.4,5,6,7 The resulting deterio ration in visual acuity necessitates posterior capsulotomy, which is currently performed using the Neodymium: YAG (Nd:YAG) laser. Although safer and less invasive than surgical discission this procedure is nevertheless thought to be associated with numerous complications, such as increased intraocular pressure,8,9,10,11,12 corneal endothe lium damage,8,9 pitting of the intraocular lens, IO,11 retinal tears and detachment, 8, 9, 12, 13, 14, 15, 16, 17, 18, 19 uveitisl2,20 and CMO.8, 9, 1 2, 13, 1 7, 18, 19, 21 The object of this prospective study was to investigate Eye ( 
Capsulotomy
Neodymium:YAG laser capsulotomy was performed not were instilled three to four times daily for one week.
Hypotensive therapy was applied when needed.
Follow-up
Comprehensive ophthalmic evaluation before and after capsulotomy included best corrected visual acuity, appla After caps ulotomy, patients were instructed to present themselves for eye examinations at 24 hours, one week, one month, two months, four months, and six months.
RESULTS
No clinical or angiographic evidence of CMO was found in any of the 65 eyes following Nd:YAG laser capsulotomy. A. B UKELMAN ET AL.
The average time interval between cataract extraction and capsulotomy was 20.1 months (range, two to 54 months). In 61 eyes (93.9%), the interval was five months or more ( Table I) .
The mean follow-up period after capsulotomy was 8.3 months (range, two to 16 months). In 58 eyes follow-up was conducted for at least five months and in 50 for at least six months. In all but one eye capsulotomy was success fully performed in a single treatment session. The energy levels required for adequate capsulotomy ranged from 1.3 to 5 mJ (see Table II ). The total energy delivered (i.e., the energy level multiplied by the total number of pulses at that power setting) is recorded in Ta ble III. The mean total energy level required in order to achieve a satisfactory capsulotomy was 56.9 mJ (range, 7.5 to 234 mJ). (98.5%). Improvement was equivalent to at least three lines on the Snellen chart in 51 eyes (78.5%) and between one and two lines in 13 (20%). In the one eye with visual deterioration (1.5%), this was equivalent to one line. One ( 1.2%) eye developed retinal detachment nine months after caps ulotomy. This was an emmetrophic eye that had undergone extracapsular cataract extraction with posterior lens implantation, in which the total energy used for the caps ulotomy was 60.2 mJ, and the opening size was 4m m.
DISCUSSION
The incidence of CMO However, most of the studies related to this complication are retrospective and therefore do not exclude the possi- It has been suggested that the longer the interval between cataract surgery and caps ulotomy the smaller the risk of CMO development,2 0 and that the incidence of ret inal complications can also be reduced by delaying of the secondary discission.2 6 We accordingly performed capsu lotomy at least five months after cataract extraction in most cases. However, even among those eyes where cap sulotomy was performed four months or less after cataract surgery (four eyes (6.1 %), none developed CMO (Table   I ).
Although the relationship between the size and total energy used for capsulotomy and the subsequent develop ment of CMO is not yet clearly understood, it seems that a smaller opening may better retain the barrier effect and that the use of lower energy levels may reduce the risk of CMO development after the capsulotomy. We therefore aimed to achieve a small but effective opening in the pos terior capsule while keeping the initial energy setting and the amount of total energy used as low as possible. As shown in Tables II and III, 
